Whether the effect of a low-protein diet on progression to end-stage renal disease (ESRD) and mortality risk differs between young and elderly adults with chronic kidney disease (CKD) is unclear. We conducted a retrospective CKD cohort study to investigate the association between protein intake and mortality or renal outcomes and whether age affects this association. The cohort comprised 352 patients with stage G3-5 CKD who had been followed up for a median 4.2 years, had undergone educational hospitalization, and for whom baseline protein intake was estimated from 24-h urine samples. We classified the patients into a very low protein intake (VLPI) group (<0.6 g/kg ideal body weight/day), a low protein intake (LPI) group (0.6-0.8 g), and a moderate protein intake (MPI) group (>0.8 g). Compared with the LPI group, the MPI group had a significantly lower risk of all-cause mortality (hazard ratio: 0.29; 95% confidence interval: 0.07 to 0.94) but a similar risk of ESRD, although relatively high protein intake was related to a faster decline in the estimated glomerular filtration rate. When examined per age group, these results were observed only among the elderly patients, suggesting that the association between baseline dietary protein intake and all-cause mortality in patients with CKD is age-dependent.
Introduction
The number of patients who have end-stage renal disease (ESRD) and are older than 65 years has almost doubled over the past 25 years, and the fastest growing segment of this population in the past decade comprises patients older than 75 years [1] [2] [3] . In a previously reported large national cohort of patients with chronic kidney disease (CKD) of stage G3 or higher (estimated glomerular filtration rate (eGFR) <60 mL/min/1.73 m 2 ) the prognostic implications for death and ESRD varied greatly depending on patient age [4] . Dietary management that ensures energy and protein intake is important for preventing protein-energy wasting, especially in elderly patients [5] [6] [7] [8] .
Dietary management for CKD includes a low-protein diet (LPD) of 0.6 to 0.8 g/kg ideal body weight (IBW) per day in patients with stage G3b-5 CKD [9] [10] [11] , partly because it suppresses nitrogen metabolites that cause uremia [12, 13] . A meta-analysis of some randomized controlled trials has shown an LPD to be associated with a relatively low risk of composite outcome (renal death and mortality) in patients with non-diabetic CKD [14] . However, results of studies have varied, and some reported studies have been inconclusive [15] [16] [17] . These previously reported studies involved mainly young Figure 1 . Study flow chart. The study included patients with chronic kidney disease (CKD) admitted for educational hospitalization between 1 January 2011 and 31 December 2016, and they were followed-up until death or 31 December 2017 (open cohort). End-stage renal disease (ESRD) was defined as hemodialysis (HD), peritoneal dialysis (PD), or kidney transplantation. Multiple imputation performed for sensitivity analysis included patients who did not complete the 24-h urine collection (n = 21). The complete case analysis and multiple imputation analysis included 352 and 373 patients, respectively.
Endpoints
The study endpoints were mortality and ESRD. Survival and ESRD were determined from the day of initial examination until 31 December 2017, and the median follow-up period was 4.2 (range: 0.6 to 6.9) years. ESRD was defined as CKD requiring hemodialysis, peritoneal dialysis or kidney transplantation. No patient was lost to follow-up. To exclude the possibility that death or ESRD occurring early in the follow-up period was due to an undiagnosed preclinical disease at the time, baseline assessment was done (reverse causation), which may also have been related to our exposure, and we also examined the association between protein intake, death and ESRD after the exclusion of events that were recorded within the first 6 months of follow-up (death (n = 6) and ESRD (n = 25)). A secondary outcome was defined as mean change per year in renal function (eGFR or spot urine protein value), in serum albumin or phosphate concentration, or body weight.
Dietary Protein Intake
Dietary protein intake was estimated by the Maroni equation on the basis of a least one 24-h urine sample [23] and calculated as follows: protein intake = 6.25 × (urinary g/24 h) + weight (kg) × 0.031 (g/kg/day)). We believe the Maroni equation to be valid nitrogen excretion (because non-urea nitrogen excretion values obtained by this equation match values obtained by another reported equation [24] . During the educational hospitalization period, 24-h urine collection was performed twice-once on the day of admission and once on the day following the 1-day home-stay break. The study included patients with chronic kidney disease (CKD) admitted for educational hospitalization between 1 January 2011 and 31 December 2016, and they were followed-up until death or 31 December 2017 (open cohort). End-stage renal disease (ESRD) was defined as hemodialysis (HD), peritoneal dialysis (PD), or kidney transplantation. Multiple imputation performed for sensitivity analysis included patients who did not complete the 24-h urine collection (n = 21). The complete case analysis and multiple imputation analysis included 352 and 373 patients, respectively.
Endpoints
The study endpoints were mortality and ESRD. Survival and ESRD were determined from the day of initial examination until 31 December 2017, and the median follow-up period was 4.2 (range: 0.6 to 6.9) years. ESRD was defined as CKD requiring hemodialysis, peritoneal dialysis, or kidney transplantation. No patient was lost to follow-up. To exclude the possibility that death or ESRD occurring early in the follow-up period was due to an undiagnosed preclinical disease at the time, baseline assessment was done (reverse causation), which may also have been related to our exposure, and we also examined the association between protein intake, death and ESRD after the exclusion of events that were recorded within the first 6 months of follow-up (death (n = 6) and ESRD (n = 25)). A secondary outcome was defined as mean change per year in renal function (eGFR or spot urine protein value), body weight, or in serum albumin or phosphate concentration.
Dietary Protein Intake
Dietary protein intake was estimated by the Maroni et al. equation on the basis of a least one 24-h urine sample [23] and calculated as follows: protein intake = 6.25 × (urinary nitrogen excretion (g/24 h)) + weight (kg) × 0.031 (g/kg/day)). We believe the Maroni et al. equation to be valid because non-urea nitrogen excretion values obtained by this equation match values obtained by another reported equation [24] . During the educational hospitalization period, 24-h urine collection was Nutrients 2018, 10, 1744 4 of 13 performed twice-once on the day of admission and once on the day following the 1-day home-stay break. Dietary protein intake has been reported to have greater within-individual variation than between-individual variation [25] . However, the reported protein intake was evaluated from dietary records of community-dwelling persons; estimation of protein intake from 24-h urine samples from CKD patients has been limited. We estimated the number of days and group size required to ensure accuracy in estimating the usual ("true") mean intake as well as within-and between-patient variations in dietary protein and sodium intake based on 24-h urine samples [25] . To obtain an optimally accurate estimation of habitual protein intake, we used the mean protein intake estimated from two different 24-h urine samples. Protein intake was calculated as g/kg IBW/day. We used the sample mean X to make statistical inference regarding the population mean µ.
Statistical Analysis
Values are presented as mean with standard deviation (SD) and 95% confidence interval (CI), median with interquartile range, or number with percentage. Continuous variables were compared by analysis of variance (ANOVA) and Kruskal-Wallis test. Categorical variables were compared by chi-square test. Absolute risk for mortality or ESRD is shown as event per 1000 patient-years.
Guidelines issued by the Japanese Society of Nephrology recommend a protein intake of 0.6 to 0.8 g/kg IBW/day for patients with CKD of stage G3b-5. We divided the study patients into three groups: a very low protein intake (VLPI) group (<0.6 g/kg IBW/day), a low protein intake (LPI) group (0.6 to 0.8 g/kg IBW/day), and a moderate protein intake (MPI) group (>0.8 g/kg IBW/day). Multivariate Cox proportional hazard regression and Fine and Gray (sub-distribution hazards models) analyses were performed to adjust for the effects of several baseline clinical variables and cardiovascular risk factors [26] . To avoid multicollinearity, correlation analyses were performed among variables in each model based on phi coefficient for two nominal variables, correlation ratio for one nominal and one continuous variable, and Spearman's correlation coefficient for two continuous variables. In the multivariate model, the covariates included age, sex, BMI, CKD stage, diabetes, prior CVD, sodium intake, alcohol consumption status, smoking status, blood biochemistry (serum phosphate, albumin, CRP, and BNP), drugs (ESA, anti-hyperuricemia, phosphate binders, anti-hyperlipidemia, and RASi), systolic blood pressure, LVEF, total-body skeletal muscle mass, urinary protein excretion, and max-IMT. Hazard ratios (HRs) for mortality and for ESRD are presented as HR (95% CI), with the LPI group as the reference. To estimate the association between events attributed to protein intake and age, we also examined the relation between protein intake and events per age group (≤65 years and >65 years) [27] . Data on secondary outcomes were obtained from the yearly change in eGFR, spot urine protein, body weight, and serum albumin and phosphate as calculated by the slope of a linear regression line fitted using least squares regression. To investigate the association between protein intake and change in secondary outcomes, the same adjustment factors noted above were used.
Patients for whom information was missing pertaining to the level of urinary protein excretion, sodium and protein intake, and skeletal muscle mass (5 men and 16 women) were excluded from the main analyses. Missing data for most of these patients was due to the failure to collect the full 24-h urine sample. Such missing data could lead to a systematic error appearing as a selection bias. For sensitivity analysis, we performed multiple imputation on five data sets using multivariate imputation by chained equation (MICE) from R statistical software [28] . Missing data were assumed to be missing at random. A p value < 0.05 for two-sided tests was considered significant. The linear trend was computed by treating exposure as a continuous variable. HRs and the corresponding 95% CIs were estimated for a 0.1 g/kg IBW/day increase in protein intake. The statistical analyses were performed with the use of R software 3.4.3 (R Core Team, Vienna, Austria) and/or JMP Pro for Windows (SAS institute Inc., Cary, NC, USA), and the researcher who performed the statistical analysis was blinded to the dietary guidance given to the patients. 
Results

Baseline Characteristics of the Cohort
Baseline clinical characteristics of the study patients are shown in Table 1 . Mean age, proportion of males, and median eGFR of the 352 CKD patients were 70.2 (range: 20 to 91) years, 29.0%, and 22.9 (range: 4.7 to 57.0) mL/min/1.73 m 2 , respectively. Three hundred fifteen patients (89.5%) had hypertension, and most of these patients were taking an antihypertensive medication such as angiotensin-converting enzyme inhibitor, angiotensin receptor blocker, and/or calcium channel blocker. One hundred thirty patients (36.9%) were being treated with ESA. Most patients were treated with other drugs commonly used in CKD, such as phosphate and potassium binders and diuretics. A low BMI (<18.5 kg/m 2 ) was found in 9 patients (12.0%), 8 patients (5.0%), and 1 patient (0.9%) in the VLPI, LPI, and MPI groups, respectively, and obesity (≥25.0 kg/m 2 ) was found in 20 (26.7%), 51 (31.7%), and 72 (62.0%) patients in the VLPI, LPI, and MPI groups, respectively. 4 24.7 ± 4.4 23.1 ± 4.1 24.0 ± 3.5 26.9 ± 4.9 <0.001 Skeletal muscle mass (kg) 5, 6 19. 3.9 ± 0.4 3.7 ± 0.4 3.9 ± 0. 6, 8 42.0 ± 10.7 30.5 ± 5.6 39.7 ± 5.9 52.7 ± 8.3 <0.001 Protein intake (g/kg IBW/day) 6, 8 0.74 ± 0.08 0.52 ± 0.07 0.70 ± 0.06 0.93 ± 0.10 <0.001 Sodium intake (mmol/day) 6 62. 4 The body mass index is the weight in kilograms divided by the square of the height in meters. 5 Total-body skeletal muscle mass = 21.8 × urinary creatinine excretion (g/24 h). 6 To reduce random error, mean values were calculated on the basis of two 24-h urine samples. 7 eGFR (mL/min/1.73 m 2 ) = 194 × serum creatinine (−1.094) × age (−0.287) × 0.739 (if female). 8 Protein intake = 6.25 × (urinary nitrogen excretion (g/24 h) + weight (kg) × 0.031 (g/kg/day)).
No patient was taking oral amino acid supplementation. Of the patients included in the study, 290 (82.4 %) completed the 24-h urine collection twice during the educational hospitalization period (the other 62 patients completed it only once). Protein intake estimated from 24-h urine samples did not differ between the first and second samples (Table S1 ). Because between-patient variation in protein intake is greater than within-patient variation among CKD patients, we surmised that we could Nutrients 2018, 10, 1744 6 of 13 determine the groups' and individual patients' usual ("true") mean intake and individual ranking from the two 24-h urine samples we obtained from patients (Table S2) 
Protein Intake and Endpoints
During the follow-up period, 36 patients died, including 10 patients (13.3%) in the VLPI group, 22 (13.7%) in the LPI group, and 4 (3.4%) in the MPI group ( Table 2 ). The incidence of death per 1000 patient-years decreased as protein intake increased. We showed an inverse association between protein intake and all-cause mortality among all patients (VLPI: HR, 1.42 (95% CI: 0.55 to 3.44); LPI: reference; MPI: HR, 0.29 (95% CI: 0.07 to 0.94); p value < 0.001) with adjustment for potential confounders (Model 2). Moreover, the multivariable-adjusted HR (95% CI) of all-cause mortality for a 0.1 g/kg IBW/day increment was 0.76 (0.60 to 0.95). In the subgroup analysis, elderly patients (age > 65 years) showed a significantly inverse association between protein intake and all-cause mortality (VLPI: HR, 1.52 (95% CI: 0.51 to 4.27); LPI: reference; MPI: HR, 0.14 (95% CI: 0.02 to 0.69); p value < 0.001), whereas younger patients (age ≤ 65 years) showed no significant association with death (VLPI: HR, 2.54 (95% CI: 0.09 to 70.13); LPI: reference; MPI: HR, 3.73 (95% CI: 0.31 to 94.60); p value = 0.879). A competing-risk model ( Figure 2 ) and multiple imputation modeling as sensitivity analysis (Model 3) showed results similar to those in the multivariable-adjusted model (Model 2).
Ninety-seven patients developed ESRD, including 22 patients (29.3%) in the VLPI group, 48 (29.8%) in the LPI group, and 27 (23.3%) in the MPI group, during the follow-up period ( Table 2) 4 Multivariable Model 2 included Model 1 plus alcohol drinking status, smoking status, blood biochemistry (phosphate, albumin, CRP, and BNP), drugs (ESA, anti-hyperuricemia, phosphate binders, anti-hyperlipidemia, and RASi), systolic blood pressure, LVEF, total-body skeletal muscle mass, urinary protein excretion, urinary sodium excretion, and max-IMT. 5 Multivariable Model 3 included multiple imputation for missing data (24-h urine collection: n = 21) for sensitivity analysis, and it was adjusted by factors in Model 2. Numbers of patients with very low protein intake (VLPI), low protein intake (LPI), and moderate protein intake (MPI) were 65, 158, and 119, respectively. 6 To estimate association between protein intake and age, age-stratified (≤65 and >65 years) models [27] were used. 7 End-stage renal disease included hemodialysis, peritoneal dialysis, and kidney transplantation. 4 Multivariable Model 2 included Model 1 plus alcohol drinking status, smoking status, blood biochemistry (phosphate, albumin, CRP, and BNP), drugs (ESA, anti-hyperuricemia, phosphate binders, anti-hyperlipidemia and RASi), systolic blood pressure, LVEF, total-body skeletal muscle mass, urinary protein excretion, urinary sodium excretion, and max-IMT. 5 Multivariable Model 3 included multiple imputation for missing data (24-h urine collection: n = 21) for sensitivity analysis, and it was adjusted by factors in Model 2. Numbers of patients with very low protein intake (VLPI), low protein intake (LPI), and moderate protein intake (MPI) were 65, 158, and 119, respectively. 6 To estimate association between protein intake and age, age-stratified (≤65 and >65 years) models [27] were used. 7 End-stage renal disease included hemodialysis, peritoneal dialysis, and kidney transplantation. 
Protein Intake and Secondary Outcomes
The yearly changes in renal function and other outcomes are shown in Table 3 . Protein intake was related with a yearly decline of eGFR (0.84 (95% CI: −3.69 to 5.37) in the VLPI group, −0.23 (95% CI: −4.80 to 4.34) in the LPI group, and −0.97 (95% CI: −5.63 to 3.70) mL/min per 1.73 m 2 /year in the MPI group; p value = 0.032), whereas it was not significantly associated with spot urine protein, body weight, or serum albumin and phosphate. In the subgroup analysis, elderly patients showed a significant inverse association between protein intake and yearly change in eGFR (1.06 (95% CI: −4.24 to 6.36) in the VLPI group, −0.69 (95% CI: −6.02 to 4.63) in the LPI group, and −0.98 (95% CI: −6.46 to 4.49) mL/min per 1.73 m 2 /year in the MPI group; p value = 0.028). 
The yearly changes in renal function and other outcomes are shown in Table 3 . Protein intake was related with a yearly decline of eGFR (0.84 (95% CI: −3.69 to 5.37) in the VLPI group, −0.23 (95% CI: −4.80 to 4.34) in the LPI group, and −0.97 (95% CI: −5.63 to 3.70) mL/min 1.73 m 2 /year in the MPI group; p value = 0.032), whereas it was not significantly associated with spot urine protein, body weight, or serum albumin and phosphate. In the subgroup analysis, elderly patients showed a significant inverse association between protein intake and yearly change in eGFR (1.06 (95% CI: −4.24 to 6.36) in the VLPI group, −0.69 (95% CI: −6.02 to 4.63) in the LPI group, and −0.98 (95% CI: −6.46 to 4.49) mL/min 1.73 m 2 /year in the MPI group; p value = 0.028). 1 All values are mean change in outcomes per year (95% confidence interval). Mean differences were evaluated by analysis of covariance (ANCOVA) adjusted for age, sex, BMI, CKD stage, comorbidities (DM, CVD, and anemia), alcohol drinking status, smoking status, blood biochemistry (phosphate, albumin, CRP, and BNP), drugs (ESA, anti-hyperuricemia, phosphate binders, anti-hyperlipidemia, and RASi), systolic blood pressure, LVEF, total-body skeletal muscle mass, urinary protein excretion, urinary sodium excretion, and max-IMT. Bold values are statistically significant (p < 0.05). 2 p-linear trend was calculated by using the treatment exposure as a continuous variable.
Discussion
We aimed to investigate the associations between protein intake and mortality or renal outcomes in cohort patients with CKD who underwent educational hospitalization. We found that moderate dietary protein intake, which is even higher than that recommended in the Japanese CKD guidelines, was in fact associated with lower all-cause mortality compared with low protein intake (corresponding to that recommended by the Japanese guidelines) or very low protein intake in patients with CKD, especially in the elderly. It is also intriguing that this survival benefit was achieved without compromising kidney prognosis. To the best of our knowledge, this is the first longitudinal cohort study to show that dietary protein intake affects mortality in these patients.
Although a meta-analysis including data from randomized clinical trials has reported that LPD decreased the risk of composite outcomes (mortality and renal death) in non-diabetic CKD patients [14] , this finding has not been reproduced in studies in patients with pre-dialysis CKD, who are recommended to restrict protein intake [15, 16] . One recent study found that LPD decreased only the risk of ESRD but not mortality [29] . Another study showed higher or lower than estimated protein intake from normalized protein nitrogen appearance to be associated with higher risk of mortality compared with the reference range of normalized protein nitrogen appearance (0.90 to 0.99 g/kg/day), but this study population did not comprise patients with pre-dialysis CKD but rather those undergoing maintenance hemodialysis [30] . Some epidemiological and clinical studies have investigated the association between protein intake and mortality in younger patients (≤65 years) [14, 29] , but such studies in elderly patients (>65 years) have been scarce. Levine et al. reported that high and moderate protein intakes were associated with higher risk of all-cause and cancer mortality in participants ≤65 years old but that they decreased these mortalities in those >65 years old [27] . It was speculated that the restriction in protein intake caused low energy intake, negative nitrogen balance, and low insulin-like growth factor-1 in patients >65 years old [31] . From a meta-analysis of nitrogen balance studies, the recommended dietary allowance for estimated protein intake at the 97.5th percentile of the acceptable range of intake for healthy adults was found to be 0.83 g/kg/day [18] . In elderly people (56 to 80 years old) in general, the recommendation for protein intake is estimated to be 1.0 to 1.25 g/kg/day from current and retrospective nitrogen balance data [19] . Therefore, this recommended protein intake according to the guidelines may result in a risk of malnutrition and low muscle mass and strength from insufficient dietary intake because the requirement for protein intake per weight is higher in elderly persons than in younger adults [32, 33] . One recent study reported that elderly CKD patients have an increased risk of death before reaching ESRD, although this chronological relation is reversed in middle-age patients [4] . One reason why the high risk of mortality rather than that of ESRD became more pronounced in the present study might be that it included a high proportion of patients of advanced age. These findings should alert us to consider the balance between the positive and negative effects of protein restriction according to patient age; i.e., prescribing a protein intake adequate for maintaining energy and nitrogen equilibrium rather than prescribing a uniform LPD aimed at preventing ESRD may contribute to overall patient benefit by reducing the risk of mortality especially in elderly patients with CKD.
The present study showed that the higher the protein intake, the faster the decline of eGFR, whereas this relation of protein intake was not evident with proteinuria assessed by spot urine protein, body weight, and serum albumin and phosphate. In addition, protein intake was not related to the risk of ESRD. Previous studies have produced controversial results with regard to protein intake and renal outcomes [34, 35] . These controversial results may be due to differences in study design, method and amount of protein intake, primary disease (such as diabetes or nephrosclerosis), and the observation periods. One meta-analysis reported that an LPD has an inverse association with ESRD risk [14] . However, most of the analyzed studies reported that protein intake (0.3 to 0.6 g/kg/day vs. >0.6 g/kg/day) was not associated with ESRD risk. Therefore, the preventive effect of an LPD on ESRD may be small. Recently, a proportional decline in GFR and increase in ESRD risk was reported [36, 37] . The National Kidney Foundation and U.S. Food and Drug Administration working group reported that a decline of 10% in eGFR was related to the risk of ESRD [36] , but this was not reproduced in the Japanese CKD cohort study (CKD-JAC) [37] . The present study showed that the % per year change in eGFR in the VLPI, LPI, and MPI groups was 4.1 (from 19.5 at baseline to 20.3 mL/min/1.73 m 2 after 1 year), −0.9 (from 21.8 at baseline to 21.6 mL/min/1.73 m 2 after 1 year), and −3.7 (from baseline 26.7 to 25.7 mL/min/1.73 m 2 after 1 year), respectively. Protein intake may be related to the risk of ESRD when a larger sample size and longer observation period than that in the present study are evaluated. This again suggests the importance of balancing the risk of mortality and that of ESRD according to patient characteristics (mortality carries more weight in elderly, frail patients).
Several limitations to the present study should be noted. First, the study was retrospective, and despite the multivariate analysis, we were not able to control for all potential confounding factors, particularly frailty-related factors. We acknowledge that some baseline patient characteristics varied between groups. Second, protein intake was evaluated only during educational hospitalization. This might have led to misclassification bias because educational hospitalization might have modified a patient's usual protein intake. In addition, the MPI group included patients with a maximum protein intake of 1.35 g/kg IBW/day, meaning that protein intake was not actually moderate in all patients in this group. Therefore, further research is needed to establish optimal dietary protein intake levels for CKD patients. However, we evaluated protein intake in most of the patients twice rather than once to avoid such bias. In addition, protein intake estimated from this study varied more between patients than per patient (Table S1 ), which indicates that our sample size and the number of measures were sufficient (Table S2 ). Third, the study included only patients who consented to participate in the educational hospitalization program. Such patients might be more health conscious compared with those who did not. Fourth, the follow-up period was relatively short, and this might have an influence on the association between protein intake and risk of ESRD. The difference between absolute (event/patient years) and cumulative risk might not only be the sub-distribution hazard but also the effect of censoring data due to the relatively short follow-up (Table 2, Figure 2 ). Our analysis considered only two competing events (all-cause mortality and ESRD); therefore, deaths occurring after the development of ESRD were not considered in this analysis. Moreover, the number of deaths was relatively low, and we could not conduct an analysis of each cause of death. Fifth, there was no dietary survey, so energy and non-protein nutrition intakes could not be evaluated. We could not exclude the confounding factor that protein intake has a strong positive correlation with energy and some non-protein nutrition intake. Energy intake has been reported to be inversely associated with all-cause mortality and vascular mortality in persons with and without reduced kidney function [38] . So that the effect of protein intake on the prevention of mortality would not be overestimated, we focused on change in body weight per year, which is an indicator of energy balance [39, 40] . Change in body weight is one of five important indicators of malnutrition [39] , and it reflects energy intake [40] . There was no difference in body weight change between the three protein intake-based groups (Table 3) . Thus, there was no between-group difference in energy intake required by the patients, and our results suggest that protein intake is also important, not simply a result reflecting insufficient energy intake alone. A previous study reported that animal protein derived from red meat, but not vegetable protein, was associated with an increased risk of ESRD [41] . However, we could not differentiate animal from vegetable protein because the present study estimated habitual protein intake from 24-h urine samples. Therefore, a well-designed multicenter study that further evaluates energy and nutrient intake via a dietary survey is needed.
Conclusions
Our findings suggest that dietary protein intake of >0.8 g/kg IBW/day, a consumption level that is higher than the guidelines-recommended level, is an age-dependent risk factor for all-cause mortality in patients with CKD.
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